raw surface of the pharynx; running slightly downwards and forwards was a nerve which appeared to be the glosso-pharyngeal. The fossa healed very quickly and the nerve was soon covered by granulation tissue.
Three or four weeks after the operation, the patient complained of a tingling sensation in the lobe of the right ear, particularly when exposed to cold air, and she had a feeling that the lobe was larger than normal. The tingling sensation disappeared after a few weeks, but the sensation of increased size was still present in February, 1930.
Discussion.-Dr. ALBERT A. GRAY said that this was an interesting exhibit because of the relationship between Arnold's nerve and the facial nerve.' Several years ago, at a meeting of this Section, he had read a paper dealing with this relationship, which varied in different individuals more than one would expect. Arnold's nerve was supposed to pass behind the facial and to send a twig into it, or to receive one from it. Sometimes the nerve did not pass through the bone at all, but went along the base of the skull. In other cases it sent a twig to the chorda tympani. The anatomy of that part of the temporal bone was not properly understood, because of the great variations which had just been mentioned. This little plexus in miian was represented by a very large plexus in the sheep, and was outside the bone altogether. With the formation of the mastoid it had become included in the bone. The variation in the pain and subjective symptoms in cancer and other conditions in the throat were largely due to the variations in that small plexus between Arnold's nerve and the facial nerve.
Mr. HERBERT TILLEY, in supplementing Dr. Gray's observations, said that fibres from the small nerve (ramus facialis cutaneus) which supplied the back of the ear, and the deep meatal region, passed by way of the superficial petrosal to the geniculate ganglion and thence to the spheno-palatine ganglion, and explained the otalgia which a patient might complain of in chronic sphenoidal sinus inflammation. In 1892, at the Ipswich meeting of the British 1 Proceedlings, 1921, xv (Sect. Otol. 15).
Medical Association, he (the speaker) had brought forward a case of sphenoidal sinus suppuration in which the only symptom complained of was earache. There were no obvious symptomns of the sinus suppuration during the attacks, and the ear on the same side was intensely flushed in comparison with the other ear. There was an interesting reference to this subject by Larsell and Fenton, in their publication " The Embryology and Neurohistology of Spheno-palatine Ganglion Connections: a Contribution to the Study of Otalgia' (American Otological Society, Washington, D.C., May, 1928) .
Dr. K. W. MIAcKENZIE (in reply) said he had looked up Gray's Anatomy, and found that the nerve supply to the lobule of the ear was from the great auricular, and that this nerve was connected with the posterior auricular. This in turn communicated with Arnold's nerve, which received a filament from the petrous ganglion of the vagus, and thus comapleted a chailn between the pharynx and the lobe of the ear. Sir WILLIAM WILDE1, in describing acute myringitis, writes as follows:-" Should the mastoid process, or the parts covering it, become engaged, and that the methods already recommended fail to give relief, or that even an indistinct sense of fluctuation can be discovered, we slhould not long hesitate to make a free incision in the periosteum there, at least an inch in length."
As is shown by the patients seen to-day, the operation that we now perform is not quite the same, as the incision need not be an inch long. The principle, however, is the same, in that the periosteum is freely incised.
I am unable to find any textbook to-day which speaks favourably of this operation, but it has always been performed in the hospitals of the Metropolitan Asylums Board for retro-auricular swellings occurring in the course of acute infectious diseases, and as it has shown itself undoubtedly to be of use I thought it worth while to bring it before you at the time when these hospitals have just passed under the care of the County Council. I feel sure that it is a procedure which can be employed in small children for conditions affecting the ear, other than those complicating the infectious diseases, and I believe that it should be used in a proportion of our cases both in hospital and private practice.
In all cases of infectious disease in which a retro-auricular swelling arises it is best to make a Wilde's incision. The two symptoms that call for immediate major operation under these circumstances are rigidity of the neck and the presence of rigors, and both of these are very rare. In my report to the Board in 1922, I said that a further operation on the bone should be done (1) if the temperature did not subside within forty-eight hours, (2) if the wound did not heal within a fortnight, and (3) if the ear was not dry within two months. In the years that have passed since that report was written I see no reason to change this as a general guide to treatment.
We have, however, learned by experience that it is advisable to wait longer than forty-eight hiours in many of the cases that come under the first heading, and that we can recognize which patients need a further operation earlier than at the time stated above in the cases that come under the second and third.
(1) In all severe attacks of diphtheria, scarlet fever, or measles, furtlher operation should not be performed, if it can possibly be helped during the acute stage. In every case of diphtheria of moderate severity there is an affection of the heartmuscle which contra-indicates the administration of a general anwesthetic unless the otologist feels confident that the mastoid disease will kill the patient if he does not perform the operation. I have not yet had such a case in diphtheria.
